Esophageal cancer (EC) is a difficult disease to treat, even when it is localized. For localized EC (LEC), chemoradiation followed by surgery (trimodality), for patients who can withstand surgery, is the preferred therapy over preoperative chemotherapy.
After Local Therapy for Esophageal Cancer, Should We Continue to Survey Patients and, If So, Why and How?
Jaffer A. Ajani, MD Esophageal cancer (EC) is a difficult disease to treat, even when it is localized. For localized EC (LEC), chemoradiation followed by surgery (trimodality), for patients who can withstand surgery, is the preferred therapy over preoperative chemotherapy. [1] [2] [3] For patients with LEC who have considerable morbidity, have LEC that is not technically resectable, or who decline surgery, definitive chemoradiation (bimodality) is a standard option. 4 When local therapy is completed, however, confusion emerges regarding surveillance; such as who should undergo surveillance, for how long, and how often? Because prospective data are nonexistent, we can only rely on a handful of retrospective analyses. [5] [6] [7] [8] [9] [10] More compelling questions are (1) how often should these patients undergo tests, (2) what tests are appropriate at each visit, (3) do patients benefit from surveillance, and (4) what are the costs? Currently, we can only examine the patterns of recurrence and partially discuss the frequency of surveillance. Whether certain groups of patients benefit from surveillance remains conjectural because of the lack of data. We can make a major distinction in the rates of locoregional relapse among patients who receive trimodality versus bimodality therapies: the locoregional failure rate is considerably lower in patients after trimodality therapy 5, 6, 8, 9 ,11 compared with bimodality therapy. 4, 7 This would suggest that the surveillance strategy could vary between patients after trimodality versus bimodality therapy. Clearly, detection of local recurrence is not so important among those undergoing trimodality therapy, and these patients should not be subjected to endoscopy as a surveillance tool. 6, 8 Additionally, our group has demonstrated that PET is a useful tool for identifying relapses (local or metastatic) in the context of surveillance. 6, 7 Another important observation that may help crystallize the surveillance strategy in the future relates to the duration of surveillance. That surveillance is a costly proposition should be clear, and the time to justify it has come. Studies suggest that more than 95% of the local and distant relapses occur within 3 years of completion of local therapy. 6, 7, 9, 10 In patients undergoing trimodality therapy, those with a higher surgical stage have a higher frequency of relapse, and these relapses also occur early. 9 These are critical findings to build on. We can start thinking about reducing the duration of surveillance to 3 years and we can customize surveillance based on the type of therapy (trimodality vs bimodality). Further, for patients undergoing trimodality therapy, we can focus more on those with a higher postchemoradiation surgical stage. Patients whose tumors are highly sensitive to chemoradiation have very low rates of relapse and do not need to be followed up closely. 9 Many important questions remain, and resolving these is a challenge. The first question, do patients benefit from surveillance, was examined in reports 6, 7 from my department at The University of Texas MD Anderson Cancer Center, but these represent a single-institution experience. Despite some benefit in patients who underwent bimodality therapy, 7 we cannot document benefit of surveillance in patients after trimodality therapy. 6 The emotional and monetary costs of surveillance must also be considered. We know that patients and relatives experience high levels of anxiety around surveillance visits without knowing if these intrusive studies provide benefit. These issues are in need of systematic research.
A final important question is how we can come up with an algorithm that will be widely accepted. Unless we launch a well-conceived prospective trial of structured surveillance with aggressive use versus judicious use of surveillance tools (eg, study patients only when they have symptoms), we will continue to spend considerable resources with no results.
I would be remiss if I did not mention that some of the answers may be hidden in the somatic genomic/proteomic composition of LEC or in the alterations (eg, DNA, RNA, peptides, antibodies, proteins) in patients' blood. These elements may allow us to identify and focus on individuals at higher risk for relapse. What could be better than avoiding surgery altogether in a patient who has LEC but is destined to develop widespread metastases within a few months? Although this may sound magical or farfetched now, biotechnology can make it a future reality.
